MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH e VRS "
DEFARTMENT OF PUBLIC HEALTH AND WELPF f 7 —ﬂ%?%é?bz_

R Pri o o N
DO NOT WRITE AMENDED Registration District No. rimary Registretion District No, ..vé_____i_s:__ltegufrqr s No, .. f e

ON THIS STUB Y
1. E 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

F 4
2. COUNTY Lafayette a. 5TaTE M g5 0 urd county Lafayette admission)
b. CITY (If outside corporate Iimit:,_give TOWNSHIP only) Length of stay in 1b ¢, CITY tnside Limits
1owmn  Lexin gton Most of Lilfe ©w Lexington Yor B No OO
€. FULL NAME OF (if NOT_in hospital, give location) Tnside Limirs d. STREEY {If cutside, give location) Reside on Farm

mﬁﬂmwﬁLexiﬁggggfggmorial el No[J 989 southwest Blvd, Yes O No OT
I

3. NAME OF pECEASED First Middle Last 4, DATE Month Day Year
(Type or print) MAE CECIL DAVIS v June 5 1962

5. SEX o COLOR OR RACE 7. Marmied 0] Never Married I |G F .r-m 9. AGE (last birthday) [ IF UNDER | YEAR | IF UNDER 24 HR

Fema le Wh it e Widowed [ Diverced [] %§ 73 Months | Days Hours I Min.

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
A SIS Eony fig oven i retired) Home;:Making |Henry County, Mo, U.S.A.

13a. FATHER'S NAME 13b. MOTHER'S ;dAIDEN NAME 4, NAME OF HUSBAND OR WIFE
John Phillip Cecil Effie Gray Owen Clifford Davis Sy

15. WAS DECEASED EVER IN L.S. ARMED FORCES? 6. SOCIAL SECURITY NO, 17. INFORMANT Address

(Yem or unknown) , (H yes, giNaﬁg dotes of servicy A. Wi lliam w . D avis Lex 1 ngton , Nbl

18, CAUSE OF DEATH (Enter only one cause per line f INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMmEDIATE caust ) __Cerebral hemorrhage 2 days

VS 300
Rev. 4/ 59

L)
20542,

TDATE AMENDED

DOCUMENT

which gave riss to
above canse (a),
stating the under-

Canditions, I nny,] DUE TO (b}
lying cause last,

DUE TO {c)

PART l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEAYH but not related to the terminal PART 1Il. f deceased was fermale was
disease condition given in PART | (a) there a pregnancy in last 90 days.

] 0O Yes O No l O Unknown

Arteriosclerosis Hypertension |
19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
55?8% ] [} =]

20c. TIME OF Hour Month, Day, Yaar
INJURY am,
par.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (o.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, factory, streat, office bidg., etc.)

NOT WHILE AT WERK a .
21, | attended the deceased from 6_d—b£ ta, b—j-od 6"'4 -62

Death occurred at. a. m on the date steted above, and 10 the best of my knowledge, from the causes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

and last saw t:.; alive on

USE BLACK INK

(Degree or/tifle) 22b. ADDRESS ) 22c. DATE SIGNED
M.D. Lexington, lkissouri _6_6D
23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of county} {State)

Z3a. BURTAL, CRENATION, . .
"Burial | 6-7-62 Machpelah Cemetery Lexington, Missouri

24. FUNERAL DIRECTOR . ADDRESS 25. DATE RECD. BY LOCAL REG. [24. REGJSTRAR'S SIGNATURE
Vaughn-Walker Lexington, Mo, C—E-ga A P 4

{Licensed Embalmer’s Staternant on Reverse Side)

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO,




STATEMENT BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by : : - Student Embalmer No.

working under my persona! supervision. y :
Student Signed_\_, &"/"@ : //‘-/

Signature of Student Embalmer
. Licensed Embalmer No Lﬁ// q l\
LSS

+ ' ‘ P. O. Addresséﬁa%%_hh) .

Nofe: The above MUST BE SIGNED BYs THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license),

If embalmed by a STUDENT, he also shall sign in his OWN handwriting..

If this body is not embalmed, fact should be so stated above.




